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Abstract 
The Dutch government tries to achieve a fair allocation of money and resources available for 
health care by making cost-utility analyses that include the opinion of fully informed 
members of the general public. However, research has found that the opinion of members of 
the public regarding mental health might be influenced by stigma. The aim of this study was 
to investigate if stigma towards mental illness influences the relation between perceived 
burden of Anorexia Nervosa and people’s willingness to pay for treatment of Anorexia 
Nervosa. In an observational, cross-sectional study 175 members of the general Dutch public 
were interviewed. Six mental health states were evaluated using Visual Analogue Scale 
(VAS), Time Trade-Off (TTO) and Willingness To Pay (WTP). Community Attitudes to 
Mental Illness questionnaire (CAMI) was used to measure stigma. A three-step multiple 
linear regression analysis showed that TTO statistically significantly added to the prediction 
of transformed WTP% (β = -.272, p = p < .001). Stigma (β = .031, p = .633) and stigma*TTO 
(β = -.110, p = .079) did not. Stigma towards mental illness did not influence the relation 
between perceived burden of Anorexia Nervosa and people’s willingness to pay for treatment 
of Anorexia Nervosa. This study is one of the first to investigate this topic, additional research 
is needed. 
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Anorexia Nervosa: the influence of stigma on the relation between 
perceived burden and the willingness to pay for treatment 
The mental health care in The Netherlands is currently suffering from big financial cuts by the 
Dutch government. Started in 2012, cuts continue to grow in 2017. Less and less money and 
resources are available to treat patients (Geestelijke Gezondheidszorg [GGZ] Nederland, 
2013). Mental health care needs to become more effective and less time-consuming according 
to the government. In times like these it is important that the decreasing amount of money and 
resources available for health care are allocated in a fair matter. The Dutch government tries 
to achieve this fair allocation by, among others, making cost-utility analyses that include the 
opinion of fully informed members of the general public (College voor zorgverzekeringen 
[CVZ], 2006; Lamers, Stalmeier, McDonnell, Krabbe, & Busschbach, 2005). This way the 
opinions of people who pay for health care are included. 
     However, this kind of decision making may seem more fair than it truly is. It has been 
proven to be quite difficult to fully inform the members of the general public regarding both 
mental and physical illness and to let them make unbiased decisions regarding health care (De 
Wit, Busschbach, & De Charro, 2000; Peeters & Stiggelbout, 2009; Pyne et al., 2009; 
Stiggelbout & De Haes, 2001). Regarding the evaluation of mental health states, the opinion 
of members of the public might even be influenced by stigma; a negative attitude may exist 
towards people with a mental illness (Pyne et al., 2009). Even though members of the general 
public find mental illness more burdensome than a physical illness, they are not willing to pay 
as much to prevent a mental illness as they would pay to prevent a physical illness (Smith, 
Damschroder, Kim, & Ubel, 2012). Since members of the general public do see mental 
illnesses as very burdensome, it is suggested that people’s low willingness to pay might be 
caused by stigma towards people with a mental illness. 
     The development of stigma comes from the agreement on a negative stereotype, for 
example the believe that people with a mental illness are dangerous. People who believe these 
negative stereotypes about the mentally ill will develop negative feelings and negative 
emotional reactions towards the mentally ill, which leads to prejudice and discrimination 
(Corrigan & Rao, 2012). There are two types of stigma: public stigma and self-stigma. Public 
stigma is the negative attitude towards a group of people by a large part of the population. 
When people internalize these negative attitudes and subsequently are subjected to negative 
consequences, self-stigma arises (Corrigan & Rao, 2012). Stigma consists of several aspects. 
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Examples are behavioral, emotional and cognitive aspects (Boyd, Katz, Link, & Phelan, 2010). 
Behavioral aspects include social distance and reproductive restriction. Perceived persistence 
and perceived seriousness are examples of cognitive aspects. Emotional aspects consist of 
blame, anger and sympathy (Boyd et al., 2010). 
     Previous research has found that stigma varies per mental illness (Pescosolido, Monahan, 
Link, Stueve, & Kikuzawa, 1999). For example, members of the general public have more 
extreme negative reactions towards individuals with drug or alcohol dependence, than 
towards individuals with other mental illnesses. These differences in stigma could be, among 
others, based on differences in personal experience with the illnesses or an insufficiency in 
proper public education on different mental illnesses (Pescosolido et al., 1999). Different 
research shows that people who are more familiar with a mental illness (due to their own 
experience or through a relative) see mental illness as a more severe problem and express a 
more positive attitude towards people with a mental illness then people who are less familiar 
with a mental illness (Boyd et al., 2010). 
 
1.1 Anorexia Nervosa 
One of the mental illnesses currently suffering from the big financial cuts in health care is 
Anorexia Nervosa. Anorexia Nervosa is an eating disorder characterized by the refusal to 
maintain at a weight minimally acceptable for age and height of the individual (American 
Psychiatric Association [APA], 2000; Grilo, 2012). Patients also have a great fear of gaining 
weight and becoming “fat”, even though the patient might already be underweight. This could 
be explained by the fact that people with Anorexia Nervosa experience a disturbance in the 
way they perceive, evaluate or experience their weight and body shape. Lastly, for women, 
Anorexia Nervosa is recognizable by amenorrhea: the absence of menstrual cycles (APA, 
2000; Grilo, 2012). Anorexia Nervosa consists of two subtypes. The first, the restricting type, 
consists of individuals that lose their weight by dieting, fasting and exercising in extreme 
ways. The binge-eating/purging type achieves his/her low weight by binge eating or by 
purging. Purging consists of vomiting or using laxatives (APA, 2000; Grilo, 2012). 
     Eating disorders tend to develop in adolescence. There are several biological, cultural, 
psychological and familial risk factors that can influence the development of Anorexia 
Nervosa (Het Trimbos-instituut, 2006). Eating and weight concerns, low self-esteem, sexual 
abuse and fear of failure can all play a part in the development of Anorexia Nervosa.The 
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presence of personality traits such as perfectionism, competitivity, excessive compliance and 
introversion also have an influence on the development of the disease. Other risk factors are a 
history of: depression, being under or over weight and dieting. A family history of eating 
disorders, obesity, depression and/or addiction can also contribute to the development of 
Anorexia Nervosa (Het Trimbos-instituut, 2006). 
     Anorexia Nervosa is more common in woman (95%) than in men (5%). The prevalence of 
Anorexia Nervosa amongst young woman (15-29 years) in industrialized countries is 
estimated to be 370 per 100.000 persons per year. Each year around 1300 new cases of 
Anorexia Nervosa arise in The Netherlands (Het Trimbos-instituut, 2006; Hoek & 
Vandereycken, 2008). Anorexia Nervosa patients have highly elevated mortality rates 
compared to non-patients and patients of other mental illnesses (Arcelus, Mitchell, Wales, & 
Nielsen, 2011). Of all Anorexia Nervosa patients 46% fully recovers from the mental illness, 
34% remain to have some features of Anorexia Nervosa and 20% remains to be chronically ill 
(Steinhausen, 2002). Treatment of Anorexia Nervosa consists of weight restoration, 
nutritional rehabilitation and psychological treatment, such as psycho-education, cognitive 
behavioral therapy and/or family therapy. Pharmacotherapy has not yet shown much success 
in the treatment of Anorexia Nervosa (Grilo, 2012; Het Trimbos-instituut, 2006). 
     Several studies have looked into stigma specifically related to Anorexia Nervosa. Mond, 
Robertson-Smith and Vetere (2006) have found that stigma towards the mental illness was 
high on the items self-centeredness (“How important do you think it is for the Anorexia 
Nervosa patient to receive attention from others?”) and social distance (“Do you think the 
Anorexia Nervosa patient should be forced into treatment?”). Research by Stewart, Keel and 
Schiavo (2006) showed that individuals with Anorexia Nervosa evoked more negative 
descriptions in members of the general public than healthy individuals, individuals with 
asthma and individuals with schizophrenia. Stigma towards Anorexia Nervosa was mostly 
found in the categories self-attribution (“He/she acts this way for attention.”) and 
responsibility (“He/she is to blame for his/her condition.”). Schizophrenia scored low on these 
two categories as people found biological factors more relevant in developing schizophrenia 
then Anorexia Nervosa. People felt that Anorexia Nervosa patients were more to blame for 
the development of their illness (Stewart et al., 2006). As these studies show, Anorexia 
Nervosa is surrounded by stigma. For members of the general public this could cause low 
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willingness to pay for treatment, even though they view Anorexia Nervosa as very 
burdensome. 
 
1.2 Aim, research question and hypothesis 
The aim of this study was to investigate if stigma towards mental illness influences the 
relation between perceived burden of Anorexia Nervosa and people’s willingness to pay for 
treatment of Anorexia Nervosa. If members of the general public perceive Anorexia Nervosa 
as very burdensome, but also have high stigma towards it, they will be willing to pay little 
money for treatment of Anorexia Nervosa. If this is the case, Anorexia Nervosa patients might 
not get the care (money and resources) they actually need, due to high stigma of members of 
the general public. 
     The research question of this thesis was: is the relation between perceived burden of 
Anorexia Nervosa and willingness to pay for treatment of Anorexia Nervosa moderated by 
stigma? The formed hypothesis was that the positive relation between perceived burden of 
Anorexia Nervosa and willingness to pay for treatment is stronger in people with lower 
stigma than in people with high stigma. 
 
2. Methods 
2.1 Participants 
To gather data 175 members of the general Dutch public were interviewed from July-
September 2014. Criteria for inclusion were that participants should live in the Netherlands, 
should understand and speak either Dutch or English and should be between the ages of 18-80 
years old. Participants were recruited through posters and flyers (see Appendix A) in 
university buildings (Social and Behavioural Sciences faculty, Humanities faculty, Leiden 
Law School faculty and University Library) and student housings in Leiden, social media 
(shared on Facebook with ‘friends’) and face to face (in and near university buildings in 
Leiden, as mentioned above). As a compensation for participating in the research, participants 
had a chance to win one of three 50 euro bol.com vouchers. The three winners were chosen by 
lottery. 
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2.2 Research design and procedures 
The study was an observational, cross-sectional study. Participants were interviewed face to 
face by one of the five female interviewers. The interview was semi-structured: all of the 
interviewers used the same interview script (see Appendix B). The interview was conducted 
in either Dutch or English, depending on which language the participant and interviewer 
spoke, with a preference to Dutch. The English interview script was translated from Dutch by 
two of the interviewers and checked by another interviewer. The interviews lasted for 
approximately one hour and were mostly held at faculty buildings of the Leiden University 
(as mentioned above) or at the interviewer’s or participant’s home. The study was approved 
by the Leiden University Psychology Ethics Committee. 
    During recruitment all participants were told that the research examined the quality of life 
of people with a mental illness and that they would have to fill in a questionnaire and evaluate 
life with a mental illness for six mental illnesses in total (Anorexia Nervosa being one of 
them). The stigma aspect of the study was not shared with the participants before the end of 
their participation. Once participants were recruited they all received participant information, 
the Informed Consent and a link to the online Community Attitudes to Mental Illness 
questionnaire (CAMI; Taylor & Dear, 1981) via e-mail. The CAMI is a self-report 
questionnaire and was used to measure stigma towards mental illness in general. Participants 
filled out the CAMI online, before the actual interview took place. This way, the span of time 
between filling in the CAMI and conducting the actual interview prevented the CAMI from 
influencing the answers on the items measuring perceived burden of the mental illnesses and 
the willingness to pay for treatment of those illnesses. 
     At the start of the interview participants were informed about the set-up of the interview, 
its duration and information was shared about anonymity and confidentiality regarding the 
participants. After this, the Informed Consent was signed by participants before starting the 
interview. The interview itself started with gathering general information about the participant, 
such as date of birth and employment situation. The next part of the interview consisted of 
evaluating six mental illnesses. Mental illnesses were: Anorexia Nervosa, ADHD, Autism, 
Borderline Personality Disorder, Generalized Anxiety Disorder and Schizophrenia. The 
mental illnesses were evaluated based on health state descriptions (HSD’s) of each illness. 
Health states were evaluated one at a time. The interviewer and the participant read the HSD 
together and participants had to imagine that they were experiencing the health state. The 
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order of the health states was randomized which resulted in three different sequences of the 
HSD’s. The HSD of Anorexia Nervosa can be read below; it is an adaptation from the 
Anorexia Nervosa Vignette developed by Mond, Robertson-Smith and Vetere (2006). Their 
vignette was used in a study that examined if there was stigma towards individuals with 
Anorexia Nervosa. 
     Imagine that you have Anorexia Nervosa. You are very conscious of the way your body 
looks; you feel very insecure about it. You exercise at the gym daily and you also “diet”, 
avoiding all fatty foods, not eating between meals, and trying to eat set portions of ‘‘healthy 
foods’’ each day. Two days a week you don’t eat anything at all. Through this combination of 
dieting and exercise, you have been able to reduce your weight, making you well below 
average for your age and height. Despite your increasingly thin and gaunt appearance you 
deny that you are underweight. You refuse to make any effort to put weight back on as you are 
terrified of becoming ‘‘fat’’. You feel irritated a lot, because you feel like nobody really 
understands what you are going through. As a result of all this, the relation between you and 
your friends and family has become strained. It is also very hard for you to keep up at 
work/school, as you are experiencing difficulties concentrating.  
    All six mental illnesses were evaluated in three different ways. The perceived burden of the 
illnesses was measured with the Visual Analogue Scale (VAS) and the Time Trade-Off (TTO) 
(Torrance, 1976). The Willingness To Pay (WTP) measured how much participants were 
willing to pay to for a pill that would cure them from the mental illness if they suffered from 
it themselves (O’Brien & Viramontes, 1994). The order of the TTO and WTP was 
randomized. The VAS was always first, as it was a good warm-up question for the 
participants. It was not used for any analysis in this study. After VAS, TTO and WTP for one 
mental illness were answered, the same measures were repeated for a different mental illness. 
When all six mental illnesses were evaluated in three different ways, there were questions 
concerning experiences of the participant with any of the mental illnesses. Options to choose 
from were for example: “I currently have the mental illness” and “I have worked with people 
with the mental illness”. Concluding the interview participants had to answer five questions 
about the set-up of the interview, such as: “Were there parts of the interview you found 
difficult or annoying?”. Finally, participants received and read the Debriefing.  
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2.3 Measures 
     2.3.1 Community Attitudes to Mental Illness questionnaire. The CAMI consists of four 
scales: Authoritarianism (α = .68), Benevolence (α = .76), Social restrictiveness (α = .80) and 
Community mental health ideology (CMHI; α = .88) (Taylor & Dear, 1981). Each scale 
consists of ten items that should be rated on a five-point scale: strongly agree, agree, neutral, 
disagree and strongly disagree. Examples of items are: “Mental patients need the same kind of 
control and discipline as a young child.” (Authoritarianism), “The mentally ill are a burden on 
society.” (Benevolence), “The mentally ill are far less of a danger than most people suppose.” 
(Social restrictiveness) and “The best therapy for many mental patients is to be part of a 
normal community.” (CMHI). External validity of the CAMI appears to be good. For example, 
people that are familiar (direct or indirect) with mental health care services show more 
sympathetic attitudes on the four scales: Authoritarianism (t = -9.23, p ≤ .001), Benevolence (t 
= 8.25, p ≤ .001), Social restrictiveness (t = -10.09, p ≤ .001) and Community mental health 
ideology (t = 8.72, p ≤ .001) (Taylor & Dear, 1981). For the stigma variable used in this study 
the mean of the 40 questions was used. The answers to the CAMI questionnaire were scored 
as described by Taylor and Dear (1981); and then, if necessary, recoded. The stigma variable 
could adopt a value between 1 and 5: the higher the value, the more stigma toward mental 
illness the participant had. 
 
     2.3.2 Visual Analogue Scale. With the VAS participants had to indicate with an x-mark 
on a 100 millimeter line how they evaluated Anorexia Nervosa compared to being dead (0, on 
the left end of the line) and having perfect health (100, on the right end of the line). Test-retest 
reliability of the VAS is r = .49 (p ≤ .05). Criterion validity (when compared to Standard 
Gamble) gives r = .36 (p ≤ .05) (Torrance, 1976). The VAS was exclusively used as a warm-
up question for participants, it was not included in any analyses for this study. 
 
     2.3.3 Time Trade-Off. The TTO in this current study made use of the life expectancy of 
the participant, based on data of the Central Bureau of Statistics from 2012 (Centraal Bureau 
voor de Statistiek, 2016). First, participants had to choose between living their life expectancy 
with Anorexia Nervosa or in perfect health. If they chose for Anorexia Nervosa the 
interviewer asked them to explain their choice; this was the end of the TTO. If participants 
chose for perfect health the ping-pong method was used to make participants choose between 
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living their life expectancy with Anorexia Nervosa or in perfect health. The duration of life in 
perfect health was decreased (when last choice was perfect health) or increased (when last 
choice was Anorexia Nervosa), while life expectancy with Anorexia Nervosa stayed the same, 
until the participant had no preference for one of the two health states. Test-retest reliability of 
the TTO gives r = .62 (p ≤ .05). Criterion validity (when compared to Standard Gamble) is r 
= .65 before correction for attenuation and r = .84 after correction (p ≤ .05) (Torrance, 1976). 
The TTO value was calculated by dividing chosen years in perfect health by current life 
expectancy in years. This outcome could adopt a value between 0 and 1: the closer to 0, the 
more burdensome people perceived Anorexia Nervosa to be.  
 
     2.3.4 Willingness To Pay. WTP asked the participants how much the maximum amount 
of money per month would be, they would be willing to pay for a pill that would guarantee 
that he/she would never experience Anorexia Nervosa again. Participants would have to take 
this pill for the rest of their lives and if they would choose not to, they for sure would 
experience Anorexia Nervosa for the rest of their lives. Costs for this pill would not yet be 
covered by insurance companies and participants would have to pay a certain amount of 
money every month for the rest of their lives. Participants were able to pay more than their 
monthly household income, but still had to keep their monthly income in mind. ‘Bidding’ for 
the pill started at ten Euros. If the participant was not willing to pay ten Euros, the answer to 
the WTP was zero. If the participant was willing to pay ten Euros a month, the next bid was 
5000 Euros. If the answer to this was “Yes”, the participant had to tell how much money 
he/she was maximum willing to pay per month (open question). If the answer was “No”, the 
ping-pong method was used again: decreasing (when the answer was “No”) or increasing 
(when the answer was “Yes”) the bid, until the maximum WTP per month was known up to 
ten Euros precisely. Test-retest reliability for WTP gives r = .66 (p ≤ .05). Variation in WTP 
appears to be strongly associated with household income, but not as much with health status. 
This could pose a threat to construct validity (O’Brien & Viramontes, 1994). For this research 
the percentage WTP (WTP%) was used. The WTP% variable was calculated by dividing the 
WTP for Anorexia Nervosa by the participant’s monthly household income and multiplying 
this answer with 100. 
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2.4 Statistical analysis 
To test the hypothesis of this research, data was analyzed with SPSS using multiple linear 
regression. Before executing multiple regression analysis the assumptions of linear regression 
were tested (Casson & Farmer, 2014). The data was checked for missing values and outliers. 
Both univariate outliers and multivariate outliers were looked into, using boxplots and 
Mahalanobis distance. To see if the data was normally distributed a Shapiro-Wilk test was 
used. The data would be considered skewed when the Shapiro-Wilk statistic had a value of 
< .90 or had a significant p-value (p ≤ .05). In this case the data would be transformed. 
Multicollinearity was examined by looking at the VIF-values. A value of > 3 indicated 
multicollinearity and would lead to ‘substract the mean’-centering of the stigma, TTO and 
stigma*TTO variables. 
     Data was also checked for differences between the interviewers and randomization 
(independent variables). ANOVA analyses were used for this, with TTO and WTP% as the 
dependent variable. Criterion for significance was p ≤ .05 (two-tailed). If an effect was found, 
there would be corrected for it in the multiple regression analysis.  
     In the multiple linear regression WTP% was the dependent variable; TTO and 
subsequently stigma the independent variables. Since stigma was the expected moderator, the 
interaction-effect of stigma and TTO (stigma*TTO) was also analyzed. Criterion for 
significance was p ≤ .05 (two-tailed).    
 
3. Results 
3.1 Participant characteristics and descriptive statistics 
The data of all 175 participants were included in the analyses as there were no missing values. 
Participant characteristics are shown in Table 1. Table 2 shows the descriptive statistics for 
stigma, TTO and WTP%. 
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Table 1  
Participant Characteristics (n = 175) 
  M           SD n (%)  
Age, years 27.63 9.354   
Gender 
     Female 
     Male 
   
115 (66) 
60 (34) 
   
 Country of birth 
     Netherlands 
     Other 
Civil status 
     Married/living together 
     In a relationship 
     Single 
     Other 
Children 
     Yes 
     No 
Years of education 
     Between 9-13 years 
     More than 13 years 
Main employment situation 
     Full-time paid work 
     Part-time paid work 
     Freelancer 
     Student 
     Other 
   
114 (65) 
61 (35) 
 
31 (18) 
42 (24) 
96 (55) 
6 (3) 
 
17 (10) 
158 (90) 
 
5 (3) 
170 (97) 
 
27 (15) 
17 (10) 
10 (6) 
115 (66) 
6 (3) 
     
Household income (Euros p/m) 1396 1024.44   
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Table 2 
Descriptive Statistics for Stigma, TTO and WTP% (n = 175) 
 M SD Median Min. Max. 
Stigma
a
 2.25 .35 2.98 1.20 3.23 
TTO
b
 .42 .27 .42 .00 1.00 
WTP%
c
 99.42 143.77 45.00 .00 1040.00 
a 
Stigma could adopt a value between 1 and 5. A value of 1 means low stigma, a value of 5 
stands for high stigma. 
b 
TTO could adopt a value between 0 and 1. The closer to 0, the more burdensome people 
perceived Anorexia Nervosa to be. 
c 
Percentage of monthly income willing to pay to cure Anorexia Nervosa. 
 
3.2 Differences between interviewers and randomizations 
ANOVAS were carried out to check for an interviewer effect and a randomization effect on 
TTO and WTP% (Table 3 and Table 4). No statistically significant effects were found for 
randomization on the TTO (F(5, 169) = 1.78, p = .12) nor on the WTP% (F(5, 169) = 1.85, p 
= .11). There was also no statistically significant effect found for differences between 
interviewers on TTO (F(4, 170) = 1.32, p = .27). However on WTP% (F(4, 170) = 6.53, p 
< .001) a statistically significant interviewer effect was revealed. A Post Hoc Multiple 
Comparisons test showed several statistically significant effects (p ≤ .05) between different 
interviewers. Due to this interviewer effect, the decision was made to correct for it in the 
multiple regression analysis. 
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Table 3 
Means and Standard Deviations for each Randomization on TTO and WTP% 
            TTO                           WTP 
 n M SD M SD 
Randomization 1 30 .41 .28 80.79 121.58 
Randomization 2 28 .50 .31 173.58 243.17 
Randomization 3 29 .35 .22 82.55 105.14 
Randomization 4 30 .45 .24 83.01 106.53 
Randomization 5 30 .35 .26 93.12 111.95 
Randomization 6 28 .50 .29 87.02 119.12 
Total 175 .42 .27 99.42 143.77 
 
Table 4 
Means and Standard Deviations of Interviewer on TTO and WTP% 
            TTO                           WTP 
 n M SD M SD 
Interviewer 1 35 .49 .34 81.57 136.08 
Interviewer 2 35 .40 .22 89.03 91.91 
Interviewer 3 35 .45 .29 121.26 150.38 
Interviewer 4 35 .35 .22 182.52 203.65 
Interviewer 5 35 .43 .26 22.71 25.19 
Total 175 .42 .27 99.42 143.77 
 
3.3 Assumptions of multiple linear regression 
The Shapiro-Wilk statistic had values higher than .90 for stigma (.99), TTO (.97) and 
stigma*TTO (.97). The Shapiro-Wilk for WTP% was .65 with p < .001 and indicated skewed 
data. Visual inspection through a histogram and Q-Q plot showed that the data were right-
skewed. After a log10 transformation with +1 as a constant, the WTP% histogram and Q-Q 
plot appeared to normally distributed. The Shapiro-Wilk confirmed this normal distribution 
with a statistic of .99 and p = .16 for the transformed WTP%. In further analyses the 
transformed WTP% was used. Boxplots showed no univariate outliers for WTP%, TTO, 
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stigma and stigma*TTO. Mahalanobis distance showed no multivariate outliers for these 
variables either. 
     Stigma showed a VIF-value of 3.21, which indicates the likelihood of multicollinearity. 
The VIF-values of TTO and stigma*TTO were much higher: 37.5 and 36.09. To reduce the 
VIF-values stigma, TTO and stigma*TTO were centered. The VIF-value for the centered 
stigma was 1.04, for centered TTO 1.04 and for the centered interaction-effect 1. The centered 
variables were used in further analyses. 
 
3.4 Multiple linear regression analysis 
A three-step multiple linear regression analysis was used to examine if centered TTO, 
centered stigma and centered stigma*TTO predicted the transformed WTP%. The decision 
was made to correct for the interviewer effect by using dummy interviewer variables. For 
results of the multiple linear regression analysis, see Table 5. The first model of the multiple 
linear regression analysis consisted of the interviewer variables. It statistically significantly 
predicted transformed WTP% and explained a significant proportion of variance in 
transformed WTP% (F(4, 170) = 16.78, p = p < .001), R
2
 = .28, R
2
Adjusted = .27). In the second 
model centered TTO and centered stigma were added, with centered TTO statistically 
significantly adding to the prediction of transformed WTP% (Table 5). As expected there is a 
negative relationship between centered TTO and transformed WTP%. Model two statistically 
significantly predicted transformed WTP%, but it only explained a small proportion of 
variance (F(6, 168) = 15.96, p = p < .001), R
2
 = .36, R
2
Adjusted = .34). Model three, in which 
centered stigma*TTO was added, also statistically significantly predicted transformed WTP% 
(F(7, 167) = 14.30, p = p < .001), R
2
 = .38, R
2
Adjusted = .35. However only the interviewer 
variables and centered TTO added statistically significantly to the prediction of transformed 
WTP%, centered stigma and centered stigma*TTO did not (Table 5). Adding centered 
stigma*TTO in the third model only explained an additional 1.2% of variance in transformed 
WTP%. 
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Table 5 
Summary of Multiple Linear Regression Analysis predicting transformed WTP% 
 β 
 
p ΔR2 
 
ΔF 
Model 1 
     Interviewer 1 
     Interviewer 2 
     Interviewer 3 
     Interviewer 4 
 
.247 
.450 
.450 
.621 
 
.003 
p < .001 
p < .001 
p < .001 
.283 16.778 
Model 2 
     Interviewer 1 
     Interviewer 2 
     Interviewer 3 
     Interviewer 4 
     Stigma Centered 
     TTO Centered 
 
.275 
.440 
.464 
.590 
.031 
-.279 
 
.001 
p < .001 
p < .001 
p < .001 
.626 
p < .001 
.080 10.550 
Model 3 
     Interviewer 1 
     Interviewer 2 
     Interviewer 3 
     Interviewer 4 
     Stigma Centered 
     TTO Centered 
     Stigma*TTO Centered 
 
.255 
.435 
.461 
.593 
.031 
-.272 
-.110 
 
.002 
p < .001 
p < .001 
p < .001 
.633 
p < .001 
.079 
.012 3.129 
 
4. Discussion 
The aim of this observational, cross-sectional study was to investigate if stigma towards 
mental illness influences the relation between perceived burden of Anorexia Nervosa and 
people’s willingness to pay for treatment of Anorexia Nervosa. An interviewer effect on WTP 
was found and corrected for in the analysis. The formed hypothesis that the positive relation 
between perceived burden of Anorexia Nervosa and willingness to pay for treatment is 
stronger in people with lower stigma than in people with high stigma was not confirmed by 
the results of this study. The results of this study did show a positive relation between 
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perceived burden and willingness to pay for treatment of Anorexia Nervosa: the more 
burdensome people perceived Anorexia Nervosa to be, the more money they were willing to 
pay for treatment. When stigma was added into the analysis no additional effect in predicting 
willingness to pay for treatment was found: stigma towards mental illness does not influence 
the relation between perceived burden of Anorexia Nervosa and people’s willingness to pay 
for treatment of Anorexia Nervosa. 
 
4.1 Time Trade-Off and Willingness To Pay 
The positive relation found in this study between perceived burden and willingness to pay is 
in line with several other studies that examined the relation between TTO and WTP. Krabbe, 
Essink-Bot and Bonsel (1997) researched five different methods, two of them being TTO and 
WTP, to value health states regarding their comparability and reliability. The mean values of 
WTP were linearly related to the mean values of TTO, with an exception to the extremes of 
the scale. Another study, that compared WTP and TTO in a pre- and post-treatment setting, 
showed that WTP and TTO were correlated (Schiffner et al., 2003). 
 
4.2 Stigma 
Stigma not moderating the relation between perceived burden and willingness to pay for 
treatment of Anorexia Nervosa contradicts suggestions made in earlier studies. Smith et al. 
(2012) conducted an online survey amongst the U.S. general public. The study showed that 
members of the general public found a mental illness to be more burdensome than a physical 
illness, however they were not willing to pay as much to prevent a mental illness as they 
would pay to prevent a physical illness. Smith et al. (2012) concluded that stigma towards 
people with mental illness may negatively influence people’s willingness to pay. Pyne et al. 
(2009) mentioned that the general public might underestimate the severity of a mental illness 
due to stigma related to it. Their study showed that depressed patients report lower preference 
scores for depression health states than the general public. 
     Possibly, the results of this current study would have been different if instead of just one 
group of participants (the general public), two or more different groups were used and 
compared. Making a distinction in this research between the general public and Anorexia 
Nervosa patients, might have led to finding a moderating effect of stigma. In addition to this, 
the face-to-face interview in the current study might have led to more socially desirable 
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answers of the participants than an online survey would have done. If socially desirable 
answers were given, this might have lowered the effect of stigma as a moderator on the 
relation between perceived burden and willingness to pay for treatment of Anorexia Nervosa 
in the current study. Lastly, it is important to once more note that the two earlier mentioned 
studies only suggested the effect of stigma. This current study is one of the first studies to 
actually measure it. 
     Another possible explanation for not finding a moderating effect of stigma on the relation 
between perceived burden and willingness to pay for treatment of Anorexia Nervosa could be 
the way the CAMI was used. The CAMI originally consists of four scales: Authoritarianism, 
Benevolence, Social restrictiveness, and Community mental health ideology; each scale 
consists of ten questions (Taylor & Dear, 1981). In the current study, these four scales were 
combined into one: the mean of the 40 questions was used as the stigma variable. However, 
not combining the four scales into one but keeping them as they were, might have given a 
better insight into the way stigma and its moderating effect works. A study from Ng and Chan 
(2000) showed that young females (aged between 14 and 21 years) scored higher on 
benevolence regarding mental illness than their male peers. In addition, the young males 
showed more restrictive, stereotyping, pessimistic and stigmatizing points of view than the 
female participants. By combining all of the CAMI scales into one in the current study, an 
effect of one or more of the scales might have been averaged out, which then results in not 
finding a moderating effect of stigma. Next to this and adding to an earlier remark, making a 
distinction between the results of the female and male participants and comparing these two 
groups might have led to finding a moderating effect of stigma. This idea is also supported by 
the findings of a study by Hinkelman and Granello (2003). Hinkelman and Granello used 
CAMI to measure stigma in 86 undergraduate students and found that males were more likely 
to support intolerant attitudes toward people with a mental illness than females. 
     Lastly, it is important to mention that CAMI measures stigma towards mental illness in 
general and not for Anorexia Nervosa specifically. It is most likely that this played a big part 
in not finding a moderating effect of stigma on the relation between perceived burden and 
willingness to pay for treatment of Anorexia Nervosa. Previous research has shown that 
stigma varies per mental illness: individuals with Anorexia Nervosa evoke more negative 
descriptions in members of the general public than individuals with schizophrenia 
(Pescosolido et al., 1999; Stewart et al., 2006). A study by Stewart et al. (2006) showed that 
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stigma towards Anorexia Nervosa is mostly found in the categories self-attribution and 
responsibility, schizophrenia scored low on these two categories. Participants from the general 
public believed that compared to people suffering from schizophrenia people with Anorexia 
Nervosa were more to blame for their condition, were best able to pull themselves together if 
they wanted to and were acting that way for attention. They found biological factors more 
relevant in developing schizophrenia then Anorexia Nervosa and Anorexia Nervosa patients 
were more to blame for the development of their illness than schizophrenic patients (Stewart 
et al., 2006). However, as mentioned in the introduction-section of the current study, there are 
various biological, cultural, psychological and familial risk factors that contribute to the 
development of Anorexia Nervosa and that are beyond control of the patient (Het Trimbos-
instituut, 2006). Based on the findings of the Stewart et al. study (2006) it is to be expected 
that if stigma towards Anorexia Nervosa specifically was measured in the current study a 
higher level of stigma would have been found and possibly, as a result of that, a moderating 
effect of stigma on the relation between perceived burden and willingness to pay for treatment 
of Anorexia Nervosa. 
 
4.3 Limitations 
This study has a few limitations. The most important one is the use of CAMI to measure 
stigma regarding mental illness in general instead of measuring stigma specifically for 
Anorexia Nervosa. Anorexia Nervosa appears to elicit higher levels of stigma than other 
mental illnesses. Measuring stigma regarding Anorexia Nervosa most likely would have 
resulted in higher levels of stigma and therefore possibly a moderating effect of stigma on the 
relation between perceived burden and willingness to pay for treatment of Anorexia Nervosa. 
     A second limitation is the time span between filling out the CAMI and the evaluation of 
the mental illnesses in the interview. CAMI was sent to participants via e-mail right after 
recruitment and participants were asked to fill out the questionnaire online. This way, the span 
of time between filling in the CAMI and conducting the face-to-face interview prevented the 
CAMI from influencing the answers on the items measuring perceived burden of the mental 
illnesses and the willingness to pay for treatment of those illnesses. However, the time span 
between filling out the CAMI questionnaire and the actual interview varied between 
participants. Some forgot the fill out the CAMI at home, even after reminders, and ended up 
having to do this right before the interview. In these cases the evaluation of the mental 
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illnesses could have been influenced by the questions in the CAMI questionnaire. This might 
be another explanation for not finding a moderating effect of stigma on the relation between 
perceived burden and willingness to pay for treatment of Anorexia Nervosa. 
     The found interviewer effect on WTP should be mentioned as a third limitation. 
Differences were found between all five interviewers, which indicates that the interviewer 
effect was not caused by differences between the English and Dutch version of the interview. 
The interviewer effect could be attributed to differences in interview style/interpretation 
between the interviewers. This despite all efforts to prevent such an effect: the interview was 
semi-structured and the interviewers had practiced the interview together several times before 
interviewing participants. Due to this found interviewer effect, the decision was made to 
correct for it in the multiple regression analysis. However, this could have led to lower 
statistical power, which in turn may have led to having a lower probability of finding a 
moderating effect of stigma. 
     Lastly, the sample of the current study is another limitation: it might pose a threat to the 
generalizability of the results. The sampling bias was caused due to the recruitment of 
participants near university buildings and student housings. Most of the 175 participants were 
relatively young, female, well-educated students; this is not a fair representation of members 
of the general Dutch public. As mentioned before, a study from Ng and Chan (2000) showed 
that young females scored higher on benevolence regarding mental illness than their male 
peers. The sampling bias could be another explanation for not finding a moderating effect of 
stigma on the relation between perceived burden and willingness to pay for treatment of 
Anorexia Nervosa. 
 
4.4 Recommendations for future research 
This study is one of the first to investigate the influence of stigma on the relation between 
perceived burden of Anorexia Nervosa and people’s willingness to pay for treatment of 
Anorexia Nervosa. No moderating effect from stigma on the positive relationship between 
perceived burden and willingness to pay for treatment of Anorexia Nervosa was found, but it 
is too early to say if stigma truly does not act as a moderator. It could also be that no effect 
was found due to the limitations of this research. 
     This study should be the start of more research regarding the influence of stigma on 
perceived burden and people’s willingness to pay for treatment of Anorexia Nervosa, or any 
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other mental illness. Future research should focus more on stigma related to a specific mental 
illness instead of mental illness in general, as stigma varies per mental illness (Pescosolido et 
al., 1999; Stewart et al., 2006). In addition to this, future research could also look into 
personal experience with a certain mental illness and how this influences stigma and its 
moderating effect. The study by Ng and Chan (2000) showed that young females scored 
higher on benevolence regarding mental illness than their male peers, but these females also 
had more contact with people with a mental illness and had more knowledge about mental 
illnesses than the male participants in the study. Pescolido et al. (1999) claim that differences 
in stigma between mental illness could be, among others, based on differences in personal 
experience with the illnesses or an insufficiency in proper public education on different 
mental illnesses. Other research shows that people who are more familiar with a mental illness 
see mental illness as a more severe problem and express a more positive attitude towards 
people with a mental illness then people who are less familiar with a mental illness (Boyd et 
al., 2010). These results imply that more experience with and more knowledge about a mental 
illness leads to lower stigma, but more research is needed to confirm this hypothesis. 
     In addition to this, larger, more diverse and more specific samples should be used in order 
to be able to generalize results and give more insight into stigma and its moderating effect. 
For example, individuals all over the country could be recruited, instead of focusing on just 
one city. Future research should also compare results from the general public with the results 
of patients of, for example, Anorexia Nervosa to look into the differences between these 
groups regarding stigmatizing attitudes. As the Pyne et al. (2009) study showed, depressed 
patients report lower preference scores for depression health states than the general public. 
This could also be the case for other mental illnesses. Next to this, making a distinction 
between the results of female and male participants and comparing these two groups in future 
research will give more insight into the moderating effect of stigma on perceived burden and 
people’s willingness to pay for treatment of Anorexia Nervosa or mental illness in general. 
Previous research shows that males are more likely to support intolerant attitudes toward 
people with a mental illness than females (Hinkelman and Granello, 2003). 
     If future research shows that stigma does in fact have a moderating effect on the positive 
relationship between perceived burden and willingness to pay for treatment of Anorexia 
Nervosa, it is important to reduce stigma in order to achieve fair decision making regarding 
the allocation of the decreasing amount of money and resources available for health care. 
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Based on the results from previous studies, providing people with more knowledge about 
mental illness and less alienation from people with a mental illness will help to create or 
enhance positive attitudes regarding mental illness (Boyd et al., 2010; Ng & Chan, 2000; 
Pescolido et al.,1999). 
    Future research will help unravel the influence of stigma on the relation between perceived 
burden and willingness to pay for treatment of Anorexia Nervosa or any other mental illness. 
It will help to make sure that the decreasing amount of money and resources available for 
mental health care are allocated in a fair matter so that patients will get the care they actually 
need.  
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Appendix A: Poster/flyer 
 
Figure A1. Poster/flyer used to recruit participants. 
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Appendix B: Interview script 
 
The evaluation of mental 
illnesses and the willingness to 
pay for their treatment  
 
Interview 
Version MA 2014 
Respondent number: ....................... 
Date:  ............................................... 
Start time:  ...................................... 
Interviewer: ..................................... 
Version number 
(randomisations):………………
…………… 
Place of conduct: 
o Home 
o Faculty of Social Sciences 
o Elsewhere, namely …………………..
 ………………………… 
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Introduction 
Information for the interviewer 
Text in this font is for the interviewer and usually involves interview instructions. 
Text in this font is for the interviewer and usually involves background information or explanation 
of the questions. 
Regarding the questions, give as little explanation as possible explanation. If necessary, 
you can provide a neutral explanation; don’t mention any suggestive examples. 
The interview consists of several parts that always start with a title. 
If necessary breaks can be inserted between the various parts.  
 
First mention the following points: 
1. Brief personal introduction  
Thank the respondent for his/her willingness to participate in the interview. Introduce 
yourself as an interviewer but keep it short. 
 
2. Information about the interview  
As you know, this study focuses on the willingness to pay for treatment of mental illnesses. I will 
start with asking you some questions about yourself followed by questions about how you think 
your quality of life would be if you would have a mental illness. The questions are about 6 different 
mental illnesses. Many people find some questions difficult to answer. If there is anything you find 
difficult, you can mention this to me and I will help you. 
 
3. Duration of the interview  
The interview takes about an hour. Breaks can be inserted if necessary. 
 
 
4. Anonymity and confidentiality 
It is my duty as an interviewer, to treat your data confidentially. The answers that we collect will 
only be used in this scientific research. When the study period is over, it will not be possible to look 
up whom the answers originated from. 
 
5. Do you have any questions? 
We wil l  now s tar t  the interv iew.
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General information 
We will start with some general questions. 
1 What is your date of birth?   
/ 
  
/ 
    day/month/year 
2 What is your gender?  
o  male 
o  female  
 
3a What is your mother’s country of birth?  
o  The Netherlands  
o  Turkey  
o  Morocco 
o  Surinam/Netherlands Antilles 
o  other, namely:  ............................................................................................................................................................   
3b      What is your father’s country of birth?  
o  The Netherlands 
o  Turkey 
o  Morocco 
o  Surinam/Netherlands Antilles 
o  other, namely: 
…………………………………………………………………………………………………. 
 
3c      What is your country of birth?  
o  The Netherlands 
o  Turkey 
o  Morocco 
o  Surinam/Netherlands Antilles 
o  other, namely: 
…………………………………………………………………………………………………. 
 
4 What is your civil status? Give the best possible answer, it is not possible to give two or more answers.  
o  married or living together 
o  widow or widower 
o  divorced 
o  in a relationship 
o  single  
o  other, namely:  
   
5 Do you have any children?  
o  no 
o  yes 
If yes, how many of your children live at home? ………..… 
And how many children have left home?  …… 
 
 6 How many years of education have you had? 
o  less than nine years  
o  between nine and 13 years 
o  13 years or more 
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 8 What is your current employment situation? (Multiple answers are possible.) 
o  fulltime paid work 
o  parttime paid work 
o  freelancer (parttime) 
o  freelancer (fulltime) 
o  mainly housework 
o  sickness benefit 
o  unfit for work 
o  (early) retirement 
o  student 
o  unemployed 
o  other, namely.:  ...........................................................................................................................................................  
9 What is your household income? 
………………………………. 
 
If the respondent does not want to answer this question, ask if he/she would be willing to share in which 
of the following categories his/her income fits. 
o  < 500 
o  500 -1000 
o  1001-2000 
o  2001-3000 
o  3001-4000 
o  4001-5000 
o  5001-6000 
o  6001-7000 
o  7001-8000 
o  > 8000 Could you indicate, with a certain range, how much: ……………………. 
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 In the following parts of the interview I will ask you to evaluate different mental illnesses. In total you will 
evaluate six different illnesses in three different ways. The first illness I would like you to evaluate 
is……….. 
 
Part B. Evaluation of the health state 
Now I will read to you the first health state description. 
Place the card with the health state in front of the respondent.  
Imagine that you suffer from (name illness), as is described here. This means that: 
Read the text on the card out loud. 
You might have to explain that the respondent needs to imagine that he/she has to place him/herself in 
the situation. It’s about leading your own, current life, only now with the disabilities as described on the 
card.  
We will ask you to rate this illness in three different ways. The health state description will remain on the 
table so you can reread it if necessary. 
 
VAS evaluation 
Take appendix (name illness). 
For the first evaluation I want to ask you to compare this health state with two other health states, 
namely having perfect health and being dead. With perfect health we mean: experiencing a total 
sense of well-being in physical, emotional/psychological and social areas. 
We want to ask you to indicate on the line below how good or bad you evaluate the health state as 
described here, in comparison to having perfect health and being dead. You can do this by placing an 
x-mark (X) somewhere between 0 and 100. 0 means being deceased and 100 means having perfect 
health. 
Let the respondent point out a spot on the line or mark a spot him/herself. When the respondent 
is unable to do this because of a physical handicap, ask him/or to describe the point. Start in the 
middle of the line. 
 
Depending on the randomization either WTP or TTO is next. 
 
The Willingness to Pay health state 
We will continue with the next evaluation. I want to ask you to imagine once more that you are 
experiencing the described health state. How much would you be willing to pay to be free of (name 
illness? Imagine that there is a pill that will guarantee that you will never experience (name illness) 
again, as long as you take this pill for the rest of your life. If you don’t take this pill you will experience 
(name illness) as described here for the rest of your life. However, costs of this pill are not yet covered 
by insurance companies, so you will have to pay a certain amount of money for this pill yourself every 
month for the rest of your life. 
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The current question is: what is the maximum amount of money you are willing to pay monthly for this 
pill? Please keep in mind that this question is not about how much you think that such a pill should 
cost if it would be real. Just as with the previous question, where you had to put an x-mark, we would 
like to have an evaluation for the health state. Only this time, we ask you the maximum amount of 
money you would be willing to pay. Keep your financial resources in mind while answering. 
 
Take the table WTP (a table with numbers from 5000 – 0 divided in steps of 100 euro). 
 
Are you willing to pay 10 euro a month for this pill?  
If the participant answers with NO: write down zero. If the participant answers with YES, then the next 
bid will be 5000 euro.  
If the participant answers with NO: take half of the previous amount (in this case 2500 euro). If the 
participant answers with YES, ask for the maximum amount of money the participant is willing to pay 
(open question).  
If the participant answers YES on the 2500 euro bid, then the next bid will be 3750. If the participant 
answers NO, then the next bid will be 1250. 
Continue bidding with an amount of money that’s in the middle of the last two bids. Continue until you 
know the bid up to 10 Euros precisely. 
The respondent is allowed to choose an amount that is higher than his/her income. 
 
The Time Trade Off mental health state 
Needed: a life expectancy table, a mental health state card, a perfect health card, ‘TTO’ and a 
strip with ages. 
We will do the following assessment of (name mental illness) with the so-called Time Trade-Off. 
Before we can do that, I must first know your life expectancy. Life expectancy is an estimate of the 
number of years a person will live. That is of course difficult, because no one knows how long we will 
live. Therefore we use the life expectancy, based on an average Dutch woman/man(fill in as 
applicable) of your age, using data from the Central Bureau of Statistics. 
How old are you? 
According to this table, your life expectancy is ... years. This means that people of your age, according 
to the statistics, will on average have … years to live. 
If the respondent indicates that he/she has difficulty with this, then indicate that it is a hypothetical 
situation. It is not realistic! 
 
Now we can start the assessment.  
We have two situations here. 
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 (Life expectancy) years with (name mental illness) means that your situation will remain as it is 
described here, with no improvement, but also without deterioration, except for the normal changes 
due to aging. 
(Life expectancy) years in perfect health means that you are in a situation of complete well-being, both 
physically, mentally and socially (with the latter we mean your contacts and activities with other 
people). Suppose you have the following imaginary choice: you will live (life expectancy) years with 
(mental illness) current health state ór you will live (life expectancy) years in perfect health. 
If we assume that both situations would remain as they are, what health state would have your 
preference? If both conditions are the same to you, you can also indicate this. 
Usually the respondent chooses perfect health, or "I have no preference''. If the respondent 
chooses to live with disabilities, ask why. Determine whether the reason is caused by 
misunderstanding, and if necessary, explain what the respondent misinterprets. If the 
respondent understands the question well but chooses limitations, then please write down the 
reason for this choice. 
…………………………………………………………………………………………………………………….. 
And if this period in perfect health would be shorter, for example, (0.5 * life expectancy), which 
situation would have your preference then: You will live another (life expectancy) years with (name 
mental illness) or you will live (0.5 * life expectancy) in perfect health? 
Now increase (or decrease, if in the previous situation a life in perfect health is chosen) the duration of 
life in perfect health continually and ask here: 
And if I change the time again: you will live another (life expectancy) years with (name mental illness) 
or you will live (x * life expectancy) years in perfect health, which situation would have your preference 
then? 
The difference between life expectancy and the number of years in perfect health is continually made 
half as large, until the respondent chooses to live in perfect health. Then, the number of years in perfect 
health is reduced again (between the second last and the last number of years) until the respondent 
has no more preference. 
Continue in this manner until the respondent has no more preference; Continually make the difference 
between the lowest number of years the respondent chooses for perfect health, and the highest 
number of years the respondent chooses for his/her own situation, half as large. 
 
TTO1 The respondent has a life expectancy of .................................................... years. 
TTO2 The respondent finds............................................................... years in perfect health equal 
to life expectancy with (mental illness) ..................... 
 
Thank you, you have now valued (name mental illnesses) three times. I want to ask you to evaluate 
another mental illness, namely (name mental illnesses) with the same three methods. 
 
Return to the beginning of section B. Repeat this until all six mental illnesses are valued. 
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Questionnaires 
Finally, two questionnaires will follow. 
 
Experience. Do you know someone or have you worked with people with one of the six mental 
illnesses you have valued? (Multiple answers possible.) 
 
Name the health states written below, since most likely the respondent does not know all the 
health states he/she has valued anymore.  
 
 No 
 Yes, namely 
o Autism 
o Generalized anxiety disorder 
o Anorexia nervosa 
o Schizophrenia 
o Borderline 
o ADHD 
Describe for every mental illness what the relationship is that the respondent has with the illness: 
More than one answer is possible. 
 
o I currently have the mental illness 
o I used to have the mental illness 
o Brother, sister, father, mother has/had the mental illness 
o Family member (other than mentioned above) has/had the mental illness 
o Friend has/had the mental illness 
o An acquaintance/ a colleague has/had the mental illness 
o I have worked with people with (name mental illness) 
o I study psychology (university or higher vocational education) 
o Other 
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Concluding questions. We have come to the end of the interview. I have received a lot of information 
from you, which I am very happy about. I would like to know from you what your thoughts are about 
the interview. I have a few final questions about this: 
1.  What did you think of the interview? 
2. Were there parts of the interview that really appealed to you or parts that really didn’t? 
3. Were there parts of the interview that you found difficult or annoying? 
4. Are there certain subjects that are important to you, which you have missed in the interview? 
 5.  Do you have any further questions or comments about the interview? 
 
 
 
 
 
 
End time of the interview: 
………………………. 
